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The World Health Organization (WHO) reports that low- and middle-income countries (LMICs) are confronted with a
serious ‘mental health gap’, indicating an enormous disparity between the number of individuals in need of mental
health care and the availability of professionals to provide such care (WHO in 2010). Traditional forms of mental health
services (i.e. face-to-face, individualised assessments and interventions) are therefore not feasible. We propose three strat-
egies for addressing this mental health gap: delivery of evidence-based, low-intensity interventions by non-specialists,
the use of transdiagnostic treatment protocols, and strategic deployment of technology to facilitate access and uptake.
We urge researchers from all over the world to conduct feasibility studies and randomised controlled studies on the eﬀect
of low-intensity interventions and technology supported (e.g. online) interventions in LMICs, preferably using an active
control condition as comparison, to ensure we disseminate eﬀective treatments in LMICs.
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In low- andmiddle-income countries (LMICs), themajor-
ity (76–85%) of people suﬀering from severe mental
disorders receive no treatment at all (World Health
Organisation (WHO), 2013). A limited budget for mental
health, poor access to services and limited infrastructure,
as well as the small number of available mental health
professionals contribute to this high non-treatment rate
(WHO, 2008; Eaton et al. 2011; Patel et al. 2011).
The World Health Organization (WHO) reports that
LMICs are confronted with a serious ‘mental health
gap’, indicating an enormous disparity between the
number of individuals in need of mental health care
and the availability of professionals to provide such
care (WHO, 2010). Traditional forms of mental health
services (i.e. face-to-face, individualised assessments
and interventions) are therefore not feasible. Given
that many LMICs face numerous additional challenges
that either preclude large investments in mental health
care or hamper the potential beneﬁts that such invest-
ments could confer, alternative strategies for addres-
sing this mental health gap are urgently needed.
Strategies for addressing this mental health gap
We propose three strategies for addressing this mental
health gap: delivery of evidence-based, low-intensity
interventions by non-specialists, the use of transdiag-
nostic treatment protocols, and strategic deployment
of technology to facilitate access and uptake.
Delivery of evidence-based, low-intensity
interventions by non-specialists
Low-intensity interventions delivered by para-
professionals that have been demonstrated to be
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eﬀective in high-income countries (HICs) might have
potential to reduce the gap after adequate adaptation
for the local context. There are studies from LMICs dem-
onstrating that psychological interventions, as delivered
by non-specialist/lay counsellors, local community
health workers (Ali et al. 2003; Araya et al. 2003;
Bolton et al. 2014; Chowdhary et al. 2015; Patel et al.
2010; Rahman et al. 2008; Bolton et al. 2014;
Chowdhary et al. 2015) and para-professionals (Bass
et al. 2006) are eﬀective in reducing depressive symp-
toms, i.e. for instance in depressed people in India
(Chowdhary et al. 2015), in depressed pregnant
women in Pakistan (Rahman et al. 2008) and in
depressed adults in Uganda (Bolton et al. 2003; Bass
et al. 2006). Prior to implementation, consideration
should be given to several issues around adaptation
such as translation of materials to the local language (in-
cluding appropriate use of expressions or metaphors
and literacy-level), cultural diﬀerences in belief systems
and the perceived appropriateness of diﬀerent care ser-
vices and providers (e.g. care delivered in an indivi-
dual’s home or care delivered by an opposite sex
service provider), availability of resources to ensure
the sustainability of such systems, and legal and ethical
frameworks for regulating practice and managing and
reporting risk (see Dawson et al. 2015). In addition to
demonstrating eﬃcacy, research into the implementa-
tion of interventions in LMICs (e.g. implementation sci-
ence) is also required to understand the multiple factors
(e.g. implementation approach, health system factors
and individual characteristics) that may inﬂuence ability
to transition eﬀectively to scale (Murray et al. 2011).
Delivery of transdiagnostic treatment protocols
Traditional treatment models primarily adopt a
disorder-speciﬁc approach (i.e. there are separate pro-
tocols for the management of depression and the anx-
iety disorders). An alternative approach to single
diagnosis treatment models is a transdiagnostic ap-
proach that can be applied across common mental
health problems such as depression and anxiety, as
well as the eﬀects of stress and grief. Transdiagnostic
interventions address the shared cognitive, emotional
and behavioural mechanisms theorised to underpin
psychopathology and therefore introduce eﬃciencies
by applying the same treatment principles across dif-
ferent disorders (Barlow et al. 2004; McEnvoy et al.
2009; Wilamowska et al., 2010). First results from trials
for transdiagnostic approaches in HICs are promising
(Bullis et al. 2014; Newby et al. 2015). In LMICs trans-
diagnostic interventions may have wider applicability
and greater feasibility for several disorders, including
co-morbidity (Murray et al. 2014) because they might
address a range of common problems using the same
manual or techniques, as opposed to multiple manuals
for diﬀerent problems. Low-intensity versions of such
interventions may have even greater beneﬁts. A trans-
diagnostic treatment for symptoms of depression, anx-
iety and post-traumatic stress delivered by lay workers
was studied in Thailand with promising results (Bolton
et al. 2014). Given the large impact of mental health dis-
orders on the global burden of disease in LMICs
(Ferrari et al. 2013) and the resources required for
scale up of mental health interventions, low-intensity
and/or transdiagnostic interventions that reduce the
need for multiple intervention protocols may provide
a cost-eﬀective solution. However, culturally appropri-
ate uniﬁed protocols ﬁrst need to be developed (with
appropriate consideration given to varying diagnostic
issues) and then tested in randomised controlled stud-
ies in relevant settings.
The WHO is developing and testing a number of
low-intensity psychological interventions, including
some transdiagnostic versions, with the aim of releas-
ing the manuals for free global use, should the inter-
ventions prove eﬃcacious in randomised controlled
trials in various LMICs. Two interventions have so
far been released, ‘Thinking Healthy’, a manual for
the psychological management of perinatal depression
(Rahman et al. 2008; WHO, 2015) and Problem
Management Plus (PM+) (WHO, 2016), which aims
to improve management of practical problems and
common mental health diﬃculties that are often asso-
ciated with these problems (Dawson et al. 2015). PM+
is being tested in two randomised controlled trials
(Sijbrandij et al. 2015, 2016). In addition, WHO and
Colombia University plan to release an eight session
WHO version of group Interpersonal Therapy for de-
pression in 2016.
Because psychological interventions may face chal-
lenges when being scaled up in LMICs, such as the
availability of training and supervision, accessibility to
interventions and the stigma associated with mental
health problems (Patel et al. 2011), WHO is also investi-
gating the use of self-help approaches such as a self-help
book and pre-recorded audio course (Epping-Jordan
et al., in press). Self-help may be unguided (e.g. provi-
sion of a self-help book) or guided (e.g. provision of a
self-help book with support from a para-professional)
and has shown good eﬀects in several systematic
reviews (Cuijpers & Schuurmans, 2007). Additional re-
search is clearly needed before concluding that initial
promising results can generalise to other countries.
Strategic deployment of technology to facilitate
access and uptake
Using technological devices to deliver self-help and
guided psychological interventions is likely to be a
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further alternative and/or additional low-cost strategy
to increase the number of individuals that receive treat-
ment in LMICs (seeWatts &Andrews, 2014). According
to the World Bank (2014), Internet access and the use
of technical devices is increasing rapidly in LMICs.
According to the International Telecommunication
Union (ITU) and UNESCO Broadband Commission
for Digital Development report roughly 43% of the
totalworldpopulation has Internet access,withpenetra-
tion rates as high as 35% in developing countries. Online
interventions increase access to mental health care with
a minimum of input from a professional, allowing a lar-
ger number of individuals to beneﬁt (Andrews &
Williams, 2015; Christensen, 2010). Moreover, since on-
line interventions can be accessed from home, these
interventions might help in overcoming stigma
(Rochlen et al. 2004).
Online interventions have been extensively studied
in HICs and numerous meta-analyses demonstrate
that supported online interventions are eﬀective in
treating mental disorders (Andersson & Cuijpers,
2009; Andersson et al. 2014; Andrews et al. 2010) even
when guided by non-specialist support staﬀ (e.g.
Titov et al. 2010), and when delivered transdiagnosti-
cally (see Newby et al. 2015 for an extensive review).
In LMICs non-specialists/para-professionals could be
trained to support these interventions. Adaptations
for language, cultural norms and preference for deliv-
ery format (e.g. text based v. illustrated information)
should be taken into account (Chowdhary et al.
2014). An online treatment for depression with lay sup-
port based on behavioural activation has been devel-
oped and the eﬀects will be studied in randomised
controlled trials in several LMICs, i.e. Indonesia,
China and South Africa (Bockting & Arjadi, 2016: Act
and Feel for depression). Furthermore, there are
many additional challenges in delivering such inter-
ventions in LMICs. These may include limits in conﬁ-
dential access to a device (e.g. if a family share a
mobile phone), cost of Internet or mobile use, and en-
suring that infrastructure exists for the required main-
tenance and hosting of online or mobile phone-based
interventions (e.g. apps may need to be updated
when new operating systems are released). Further,
as highlighted by the WHO Mental Health Gap
Action Programme (mhGAP), even if local lay counsel-
lors can be trained to support delivery of interventions
without loss of treatment ﬁdelity, initial training and/
or ongoing supervision may require additional ﬁnan-
cial and structural resources.
Despite the obvious potential for pragmatic beneﬁts
(i.e. low cost, accessibility), few rigorous evaluations of
online interventions in LMICs have been conducted. A
systematic review of the literature demonstrated that
worldwide only three randomised controlled trials of
online interventions have been conducted in LMICs
for a wide range of mental health problems (i.e. post-
traumatic stress disorder, depressive symptoms and
internet addiction; Arjadi et al. 2015). Therefore we
do not currently have suﬃcient evidence to conclude
that supported online interventions are also eﬀective
in LMICs (Andersson & Titov, 2014; Arjadi et al. 2015).
We therefore urge researchers from all over the
world to conduct randomised controlled studies and
implementation studies (where an intervention
demonstrates eﬃcacy) on the eﬀect of low-intensity
interventions and technology supported (e.g. online)
interventions in LMICs, preferably using an active con-
trol condition as comparison, to ensure we disseminate
eﬀective treatments in LMICs (Tol et al. 2011). Existing
guidelines for establishing the scalability of such inter-
ventions should be adopted in this evaluation process
(see Tomlinson et al. 2013), including cost-eﬀectiveness
evaluations that capture all development, infrastruc-
ture, and human resource costs. We also encourage
standardised reporting of online intervention protocols
and outcomes as part of the WHO mHealth Technical
Evidence Review Group’s mHealth evidence reporting
and assessment (mERA) checklist (Agarwal et al. 2016).
Such endeavours should be supported by rigorous
process evaluations that provide an understanding of
implementation and problems aﬀecting feasibility.
Such qualitative data may help provide guidance for
real-world implementation, should the interventions
prove eﬃcacious. Hopefully, in this way we can con-
tribute to improve mental health care for those who
need it the most in LMICs countries.
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